INTRODUCTION {#sec1-1}
============

Complete rectal prolapse is a debilitating condition, which affects both the very young and the elderly and can cause faecal incontinence.\[[@ref1]\] Several operations have been proposed to correct rectal prolapse, which can be divided into transabdominal and perineal procedures but still the best operation for rectal prolapse remains a controversial subject.\[[@ref2]\] Laparoscopic rectopexy has the same clinical and functional results as laparotomic rectopexy, but with a shorter postoperative hospital stay and lower costs.\[[@ref3]\] Without the need for bowel resection, the laparoscopic rectopexy may constitute an optimal application of laparoscopic colorectal techniques and may soon become the gold standard for the treatment of rectal prolapse.\[[@ref4]\] Suture rectopexy is equally effective as posterior mesh rectopexy in preventing recurrences and eliminates the use of foreign material, which is sometimes associated with intense fibrosis, sepsis and increased constipation.\[[@ref5]\] Patients with complete rectal prolapse have markedly impaired rectal adaptation to distention, which may contribute to anal incontinence, and consequently more than half of the patients with rectal prolapse have coexisting incontinence.\[[@ref6][@ref7][@ref8][@ref9][@ref10]\] Constipation is associated with prolapse in 15-65% of patients.\[[@ref9]\] The aim of treatment is to control the prolapse, restore continence and prevent constipation or impaired evacuation.\[[@ref11][@ref12][@ref13]\] The rationale for rectal fixation is to keep the rectum attached in the desired elevated position until it becomes fixed by scar tissue.

MATERIALS AND METHODS {#sec1-2}
=====================

In our institution in the department of surgery, 70 patients have undergone laparoscopic rectopexy, of which 38 patients underwent mesh rectopexy and 32 patients underwent suture rectopexy. Another 14 patients who had redundant sigmoid, all underwent excision along with suture rectopexy and were excluded from the study. Before surgery, all patients had undergone either a barium enema or colonoscopy at some stage of their investigation to exclude a proximal colonic lesion. Preoperative assessment of incontinence and constipation was done in all patients by questionnaire using Cleveland Clinic Florida (Wexner) faecal incontinence score. Preoperatively, incontinence was seen in 41 (58.5%) patients out of which 21 belonged to suture rectopexy group and 20 to mesh rectopexy group and constipation in 37 (52.8%) out of which 18 belonged to suture rectopexy group and 19 to mesh rectopexy group. Preoperatively, all patients of both the groups were advised to do kegel sphincter exercises. Patients underwent good bowel preparation from 1 day before surgery and were on only plain liquids till the night before surgery. They were kept nil orally from night before surgery and were given a dose of antibiotic before surgery.

Technique {#sec2-1}
---------

In the operation theatre under general anaesthesia, patients were catheterised and placed in Trendelenberg position. After creation of pneumoperitoneum through a four port approach, one supraumbilical telescopic port (10 mm), second right hand working port in right iliac fossa (10 mm), third left hand working port in left iliac fossa (5 mm), fourth little above the third as assistant port for retracting rectosigmoid junction (5 mm). The dissection was started by opening peritoneum on right side of rectum \[[Figure 1](#F1){ref-type="fig"}\] using harmonic scalpel after identifying right ureter and safe guarding it, then dissecting rectum from presacral fascia in holy plane of safety staying close to rectum to avoid injury to autonomic nerves, especially nervi erigentes and pre sacral venous plexus. Then dissection was done on left side after identifying left ureter and also anteriorly. Dissection was carried out downwards till pelvic floor \[[Figure 2](#F2){ref-type="fig"}\]. Till now the procedure is same, in case of suture rectopexy rectum is pulled up and mesorectum is sutured to presacral fascia over sacral promontory using 2-0 prolene \[[Figure 3](#F3){ref-type="fig"}\], and in case of mesh rectopexy, mesh is placed behind dissected rectum \[[Figure 4](#F4){ref-type="fig"}\], upper end of mesh is fixed to presacral fascia over sacral promontory using 2-0 prolene, another stay suture given over lower part of mesh, then mesh fixed on either side of rectum such it covers about 2/3^rd^ of rectum. In both procedures closed suction drain was given in presacral region and reperitonealised with 2-0 vicryl.

![Opening the peritoneum on the right side to enter holy plane](JMAS-10-18-g001){#F1}

![Dissection of rectum up to the pelvic floor](JMAS-10-18-g002){#F2}

![Taking a bite in the presacral fascia over sacral promontory to fix the rectum](JMAS-10-18-g003){#F3}

![Fixing of mesh posterior to rectum to presacral fascia](JMAS-10-18-g004){#F4}

Postoperatively, oral liquids were started on second day and were given stool softener for two weeks. Drain was removed after 48 hrs. Postoperative course of the patients was recorded with attention paid to first bowel movement after surgery, faecal incontinence, constipation, recurrent prolapse, morbidity and mortality.

RESULTS {#sec1-3}
=======

During the period between March 2007 and June 2012, 70 patient including both male and female of age ranging between 20 years and 65 years (mean 42.5 yrs) underwent laparoscopic rectopexy (38-mesh rectopexy, 32-suture rectopexy). There was no injury to the bowel or rectum during surgery in any case. There were no conversions. Preoperatively incontinence was seen in 41 (58.5%) patients and constipation in 37 (52.8%). Postoperatively, improvement in these symptoms is shown in the [Table 1](#T1){ref-type="table"}. Statistical analysis was done using Student\'s *t*-test and χ^2^ test. Results were expressed as mean ± SD. *P* value \< 0.05 was considered statistically significant and others not significant (NS). \[[Table 1](#T1){ref-type="table"}\] All patients were followed up for average period of 12 months (range: 1-24 months) and no recurrence was found.

###### 

Results comparing laparoscopic suture rectopexy & laparoscopic mesh rectopexy
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DISCUSSION {#sec1-4}
==========

Laparoscopic procedures for complete prolapse rectum have become the operations of choice because of the benefits of minimal invasive surgery along with comparative rates of recurrence.\[[@ref14]\] A variety of open abdominal surgical procedures have been practiced for the treatment of complete prolapse of the rectum.\[[@ref15][@ref16][@ref17][@ref18]\] 14 patients had redundant sigmoid colon who underwent resection and anastomosis of recto-sigmoid. All these 14 patients underwent suture rectopexy laparoscopically and none underwent mesh rectopexy, hence these patients were excluded from the study.

Laparoscopic rectopexy involving any sort of mesh fixation increases the cost of surgery, duration of operation and the technical skills required to accomplish the operation when compared to laparoscopic suture rectopexy.

Constipation and anal incontinence are two associated problems with complete prolapse of the rectum. Patients with complete rectal prolapse have markedly impaired rectal adaptation to distension which may contribute to anal incontinence and consequently, more than half of the patients with rectal prolapse have coexisting incontinence.\[[@ref6]\] In the US, the Cleveland Clinic Florida (Wexner) faecal incontinence score remains the most commonly used score because of its easiness. The sum of five parameters is determined that are scored on a scale from 0 (absent) to 4 (daily) frequency of incontinence to gas, liquid and solid, of need to wear pad, and of lifestyle changes. A score of 0 means perfect control, a score of 20 complete incontinence. In this study too, we used this questionnaire to know the improvement in symptoms postoperatively. Continence levels improved in 19 (90.4%) of the 21 patients after suture rectopexy and 16 of 20 (80%) in mesh rectopexy. A series of 42 patients of complete rectal prolapse undergoing suture rectopexy found that 90% patients had improvement in the continence levels postoperatively. An 80% improvement in continence after open suture rectopexy has also been reported by Graf *et al*.\[[@ref17]\] In the same review, laparoscopic posterior mesh rectopexy, using both non absorbable and absorbable meshes, showed a better result in terms of improvement in continence after surgery, though it was still less than after laparoscopic suture rectopexy. The slight edge, though not significant, in improvement in continence after laparoscopic suture rectopexy when compared to laparoscopic mesh rectopexy can be explained by the fact that a mesh does interfere in rectal distensibility as compared to sutures only.\[[@ref19]\] More objective data can be obtained from anophysiology studies, but the results have to be interpreted with caution in the context of all other factors. Duration of surgery is also taken to gauge the advantages of an operation. In our study, the mean duration of suture rectopexy was 100.8 ± 12.4 minutes and 120 ± 10.8 min for mesh rectopexy with *P* value of \< 0.05 which is statistically significant. This compares well with the average duration of surgery for laparoscopic suture rectopexy by Heah *et al*.,\[[@ref4]\] as 96 minutes (range: 50-150 minutes).\[[@ref20]\] As regards laparoscopic mesh rectopexy average operating time of 140 minutes (range: 105-240 minutes) has been reported by Siproudhis *et al*.\[[@ref6]\] The longer operating time in mesh rectopexy is understandable because of the extra time taken in introducing the mesh and then adjusting its position. Length of post operative hospital stay is an indicator of the patient\'s recovery and post operative complications. In our study, it was 5 ± 0.62 days (range: 4-7 days) in suture rectopexy group and 5 ± 0.93 in mesh rectopexy group with no significance between the two groups. A similar duration of stay after laparoscopic suture rectopexy has been reported by Graf *et al*.\[[@ref21]\] There was no significant intraoperative or postoperative complication in our study except for one case of port site infection. In our study, constipation was observed in 37 (52.8%) of 70 patients preoperatively. In the postoperative period, 11of 18 patients of suture (61.1%) and 9 of 19 patients of mesh (47.3%) rectopexy improved as regards their constipation. Time taken for passage of first flatus in suture rectopexy group is 26 ± 4.54 when compared to 28 ± 4.43 in mesh rectopexy group with no significance between them, but time taken for first stool postoperatively was statistically significant in suture group (38 ± 6.91) when compared to mesh group (40 ± 6.64). The lateral ligaments containing the parasympathetic inflow to the left colon may be cut during mobilisation which can lead to constipation. At least two studies have demonstrated a higher incidence of constipation with significant changes in rectal sensation when lateral ligaments are divided as compared with when they are not.\[[@ref22][@ref23]\] One of the important parameters to gauge the success of rectal prolapse surgery is the incidence of recurrence. Recurrence after suture rectopexy has been reported as ranging from 0% to 3%.\[[@ref17]\] Recurrence rates with posterior mesh rectopexy range from 0% to 6%.\[[@ref18]\] The laparoscopic techniques have not made any significant difference on the recurrence rates which continue to range from 0% to 10% in a follow up of 8-30 months.\[[@ref18]\]

CONCLUSION {#sec1-5}
==========

To conclude that laparoscopic suture rectopexy is a safe and feasible procedure and has comparable results as regards operative time, morbidity, bowel function, cost and recurrence or even slightly better results, when compared to the data available on laparoscopic mesh and resection rectopexy.
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